with the manpower, time and money spent, in order to evaluate how much emphasis should be given to randomized and nonrandomized clinical trials. It should be noted that some major cancer Centres in the USA do not usually work with prospective randomized clinical trials.
. Jenkins showed that the burst abdomen is entirely preventable by careful technique. The cornerstone of this technique is not mass closure (indeed, his para-ed~an wounds were usually closed in two layers) ut measurement of the length of suture inserted and the length of the fascial wound. When this is calculated as a ratio it provides a measurablẽ ardstick for the surgeon, whether experienced or I~experienced, to judge the security of his wound c os~re, and if he does this then the only other requirement is that he should tie a secure knot. An additional benefit of measurement is that it should provide a scientific means of comparing different methods and suture materials.
I am sure others who have seen the results of Jenkins' technique would join me in advocating that any surgeon who operates on the abdomen should read this paper carefully and consider following his method. Yours faithfully R D SPICER
February 1979
A copy of this letter was sent to Professor Ellis, whose reply appears below: Dear Sir, In a short paper incorporating several years of work it is impossible to mention every point. We completely agree with the importance of Jenkins' work and, indeed, meticulous notes are kept of the length and depth of the wound, the length of suture employed and the numbers of knots incorporated into the wound. Yours sincerely HAROLD ELLIS
March 1979
Arthroscopy: the first hundred are the worst
From Mr M A Edgar
The Middlesex Hospital, London WIN 8AA Dear Sir, I was interested to read the paper by Bedford et af. in your January issue (p 6). I am in full agreement that the average surgeon requires the experience of a hundred knee arthroscopies before he gains confidence about the findings and, more important, before he knows the limitations of the technique. This does raise the question of how orthopaedic surgeons can best be trained so that an arthroscopy service can be provided in most orthopaedic units.
The paper also comments on a few of the weaknesses of arthroscopy. In particular, there was a significant proportion of false negative findings associated with a peripheral tear of the posterior horn of the medial meniscus. At the Orthopaedic Department of The Middlesex Hospital, in conjunction with our Athletics Clinic, we have found from recent statistics that arthroscopy has a diagnostic accuracy of about 90% and, overall, is superior to clinical assessment and arthrography. The exception has been false negative findings in posterior horn tears of the medial meniscus, the proportion of which are similar to those reported by Bedford et al. At present, when the diagnosis is suspected clinically, it is probably more reliable to confirm it by arthrography rather than by arthroscopy.
There is no doubt that the peripheral part of the medial posterior horn is the most difficult to view with the arthroscope and, unlike Bedford et 01., I gain little help by externally trying to push the
